Whether apical hypertrophic cardiomyopathy is a variant of classic hypertrophic cardiomyopathy or a separate entity is controversial. This is a case report of an apical hypertrophic cardiomyopathy. The patient was a 67-year-old man associated with giant negative T waves in electrocardiogram and asymmetric apical hypertrophy on echocardiogram. He died of liver cirrhosis and liver cell carcinoma. At necropsy the heart showed apical hypertrophy grossly and extensive disarray of myocardial fibers near the apex of the left ventricle histologically. The necropsy findings were indistinguishable from those of classic hypertrophic cardiomyopathy. This suggests that apical hypertrophic cardiomyopathy is a variant of hypertrophic cardiomyopathy.
wall were not hypertrophied (12mm). Left ventricular wall movement, including the apex was normal (Fig.1b) . Right heart catheterization revealed a normal cardiac index (3.0L/min/m2) and normal pressures. Liver scin- tigraphy revealed hepatosplenomegaly and visualization of the bone marrow. A fine nodular liver was seen on laparoscopy.
The patient was discharged on March 22, 1976 with a clinical diagnosis of liver cirrhosis and hypertrophic cardiomyopathy. His subsequent course was apparently stable until December, 1977, when he was readmitted because of epigastralgia and abdominal fullness. On the second admission anemia (hemoglobin 6.3Gm/dl), ascites and leg edema were prominent. His GOT was 276U, GPT 72U, bilirubin 2.39mg/dl and alpha-fetoprotein 1,740ng/ ml. Ascites was hemorrhagic. There was an abnormal accumulation of 67Ga in the liver . Cardiologic findings were essentially the same as on the first admission. Hepatic coma developed in April, 1978 and the patient died on April 8, following massive hematemesis. The final clinical diagnosis was liver cirrhosis, liver cell carcinoma and hypertrophic cardiomyopathy.
Pathology
At necropsy the position of the heart was normal despite left upper lobectomy. Heart weight was 340Gm and was normal relative to his height. The left ventricular cavity was banana-shaped because of the catenoid-shaped interventricular septum and was narrowed apically because of thick papillary muscles and trabeculae (Fig.2a) .
The thickness of the interventricular septum and free wall was normal (compact muscle layer 11-13mm).
However, the thickness of the apical region was equal to or more than that of the base or mid ventricle, differing from the controls (Table I ). There was Table  I . Anatomic Findings at Necropsy * Percent area of myocardial disarray was measured by Maron's method.5) ** The wall thickness was measured on the longitudinal section of the heart and did not include trabeculations, papillary muscles and the crista supraventricularis. *** The controls were 20 consecutive Japanese male cadavers over 60 years of age , without cardiovascular disease, and with the heart weight within 10% of the present case. 
